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Introduction
Despite increasing attention and investment for maternal, neonatal, and child health, stillbirths remain invisible i.e. not counted in the millennium development goals, nor tracked by the united nation, nor in the global burden of disease metrics. At least 2.7 million stillbirths were estimated worldwide and more than 98% of these occur in low-income and middle-income countries (LAMIC) [1, 2] .
Depending on access to and quality of obstetric care, as well as prevalence of antenatal risk factors, the proportion of stillbirths may vary from country to country [2] . The average stillbirth rate in low and middle income countries (LAMIC) has been reported to be 26 per 1000 live births, about five times higher than in high income countries (HIC) (5 per 1000) [3] . Countries in Africa report the highest incidence rates per 1000 live births [2] [3] [4] . Despite an important indicator stillbirths are invisible in global policy and programme priorities, they are usually not captured in local data collecting systems [2] [3] [4] . To address the problem of still birth in LAMIC, incidence and determinants of stillbirth must be understood. This is because incidence of stillbirth is an important indicator of the quality of antenatal and obstetric care [2, 4, 5] . And most risk factors of stillbirth that occurs during ante partum and intra partum period in are preventable [3] . Several studies in LAMIC [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] suggests different determinants for stillbirths. These includes lack of adequate access to obstetric care, inadequate care, maternal infections and complications like antepartum bleeding and pregnancy-induced hypertensive disease, poor care during labour and delivery, fetal growth restriction and congenital abnormalities AND socio-demographic characteristics (age, parity, religion, residence and healthcare) are the most important risk factors, while some causal pathways remain unknown. Hence stillbirth rates can be considered a proxy for access to and quality of reproductive health and ANC services and care during labour and delivery [5] .
Although studies have identified a number of determinants of still birth, in both the HIC and LAMIC there is very little published literature that focuses on the determinants of still birth in Ethiopia, particularly on determinants of still birth among women that gave birth in hospital. Moreover, in most of the studies of LAMIC, association between stillbirth and socio-demographic characteristics, obstetric and reproductive has been examined largely based on data collected only retrospectively [5] [6] [7] [8] [9] [10] [11] [14] [15] [16] [17] [18] [19] [20] [21] [22] . Studies in Zimbabwe, Nigeria, Ghana and Gambia [7, 9, 11] indicate that women delivering stillbirths were less likely to receive prenatal care (ANC) than those not delivering stillbirths. The same finding in Nepal, Zimbabwe and Nigeria showed that those who gave birth with caesarian section have less likely to have still birth compared to those who have not [7, 9] . And the risk of still birth was more common in vaginal delivery assisted with instrument as compared to normal vaginal delivery [7, 11, 12, 17] . Studies in Gambia, Zimbabwe, Tanzania and China [5, 9, 18] indicate an increase likelihood of still birth in those women who come from rural area and peripheral area. Still birth was less common in women who have severe complication than those who have no complication [7, 9, 11, 15] .
Therefore data on the frequency and determinants of still birth are important for planning maternal and child health care services in developing countries and can enable policymakers and program planners to design legislation and services of the reproductive health program which will decrease frequency as well as the risk factors of women who are most likely to experience this problem. In this preliminary study, we assessed the contribution of demographic and reproductive/obstetric risk factors to the rate of stillbirth in Jimma University specialized and teaching Hospital, Ethiopia.
Methods
Facility based cross sectional study was conducted at Jimma The department also has specialty training in obstetrics and gynecology residents which took four year to finish the specialty training that means in the departments there are resident specialty identify study participants. Participant mothers were identified using delivery registration record book. Every one mother who gave birth or delivered was interviewed, until the required sample size was attained. The data were collected using structured questionnaires and check lists which were adapted from similar survey used by similar studies [9, 11] . The questioners contain the following parts: The data were collected using pre-tested structured questionnaires which were adapted from similar survey used by similar studies [9, 11] . The questionnaires were prepared in English and translated in to Amharic and retranslated back to English to check its consistency. The interview was conducted after delivery and before the mother left delivery unit. All mothers were informed about the purpose of the study, importance of their participation and consent was ensured. Based on their willingness to participate in the study, they were interviewed by the interviewer. After they have completed the interview, the questionnaires were returned to the supervisors. Data collectors were recruited from other nearby institutions who were working in delivery unit. Training for data collectors and supervisors were given for two days, to make them familiar with the study instrument, consent form, how to interview, where to interview, when to interview, and on data collection 
Results
The response rate of respondents who gave birth was 97.8%. The mean age of participants was 25. (Table 3 (Table 4 ).
Discussion
The incidence rate of still birth in our study was (8%), that represented 80 per 1000 total birth, which was higher than deliveries at maternity hospital of Zimbabwe 56 per 1,000 births [9] , Maiduguri teaching hospital, Nigeria 22/1000 [7] , and north East Tanzania 41.1 per 1000 births [20] . This difference in our finding for higher still birth rates than other hospitals may be because of high flow of high risks, delayed and most complicated cases from different peripheral region of the country and health facility as it is the only referral hospital in the south west Ethiopia. Moreover, unavailability of transportation, lack of adequate knowledge on maternal health service and delay in seeking and receiving skilled care increases the risk of stillbirth [13] . However, our finding showed lower rate of still birth than other hospital deliveries in developing countries. For example, the rate of stillbirth in Gambia hospital was 156 per 1000 [11] . The difference may be because of the difference in ante partum and intra partum care in the study settings, the difference in early detection of severe diseases and complication (that made a lower still birth), the wide range of referral system and type of referred obstetric case could also cause a difference in the rate of still birth [1, 4] .
Our finding on the determinants is comparable with the findings of many studies in LAMIC [3, 5-7, 9-11, 16,18, 22] . According to the current study women who received antenatal care had less likely to have stillbirth than those mothers who had not received ANC follow up. This study was in line with the studies conducted at Maternity
Hospital of Zimbabwe, Nigeria, Ghana and Jamaica [7, 9, 10, 22] .
This may be due to high opportunity to identify high risk pregnancies during the antenatal period and for early and proper action of any danger signs. And the finding suggests a need to focus and emphasize on prenatal care. The study also showed a decrement in still birth by 70% among those referred pregnant women from other health facility compared to those not referred.
This finding is comparable with the study conducted in maternity hospital of Tanzania, Zimbabwe, Ghana, china and Jamaica [5, 9, 10, 18] . This implies a need to broaden and decentralize accessibility of specialized and emergency obstetric and maternity service for the target population. Compared to a caesarian section delivery, normal vaginal delivery were significantly associated with still birth, those mothers delivered with normal vaginal delivery was 80% less likely to have stillbirth than caesarian section delivery. This result was different from the other studies in developing countries [7, 9] . Those who had delivered with caesarian section were less likely to have still birth compared to those who had normal vaginally delivery. The difference may be because most referred mothers delivered with caesarean section were from rural peripheral facility and after getting complication (rupture of uterus, bleeding) and this may cause an increase stillbirth. Those women who had normal delivery outcome had 90% less risk to have stillbirth than those that had obstetric complications. This was consistent with the study conducted in other developing countries [7, 9, 11, 15] .
Our study has some limitations. The study was facility based and conducted on one hospital only, thus findings may not be representative of all hospital of Ethiopia and may not be generalized to women delivered at their home. Limitation of a cross-sectional study also limits our ability to draw causal or temporal associations.
Moreover, social desirability bias i.e. since the study touches sensitive issues the possibility of underestimation cannot be excluded, even though the study was anonymous. On the other hand, the study has several strengths including being the first study among mothers who gave birth in the hospital. The high participation and consistency with other studies in some determinants of stillbirth can in turn increase reliability of the findings. The public health importance, potential policy implications and applicability of the findings to similar settings were also an important strength of the study.
Page number not for citation purposes 5
Conclusion
The incidence rate of stillbirths in our setting is high and the identified risk factors were related to both ante partum and intra partum periods. Therefore, effort should be made to improve antenatal, obstetric services and delivery services in terms of awareness, access, timing and referral system to emergency care and specialized service like cesarean delivery during labour and delivery to reduce the number of stillbirths. In general, the study comes up with a lot of relevant findings which has a policy implication to reduce the incidence rate of still birth through reduction of risk factors of still birth and enhancement of protective factors of still birth. Further follow up study need to be conducted in large population to determine incidence of stillbirth and determinants still birth in Ethiopia.
What is known about this topic
 The prevalence of stillbirth has been reduced to a minimum unavoidable rate in developed countries;
however it still remains very high in LAMIC; from total stillbirths in the globe, more than 98% of these occur in low-income and middle-income countries;  The likelihood of stillbirth was decreased by 90% among mothers who gave birth with no complication; the odds of stillbirth were decreased by 80% for normal vaginal delivery, and 70% for antenatal care follow up and referral from other health facility.
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